INTRODUCTION
In 1947 in the standard textbooks of medicine, and in the cardiology texts such as they were, there was either no mention of surgery for mitral stenosis, or it was dismissed in a line or two as having been tried, failed, and having no place. That must have been the universally held view, and was the received wisdom, of the day. Russell Brock working in Guy's was one of the three surgeons to perform successful mitral valvotomy in 1948, from which time, surgical relief of mitral stenosis became the accepted treatment'. Bailey also had his first success in that year: one of five survived in his report/, and Harken reported one survivor out of two". Brock's report of eight cases, with six patients alive, was accompanied by an editorial in the British Medical Journal which signalled acceptance by the wider medical establishment that an operation to correct the mechanical component of rheumatic valvular disease could improve the function of the heart".
Thomas Holmes Sellors at the Middlesex was one of the surgeons who took up this operation, performing his first in February 1951 and soon reporting 150 cases, with only four deaths-. This report was also warmly supported by the British Medical Journal 6 . When we become interested in the history of a particular advance in our medical specialty, we typically try to identify the first reported case, the first operation, the first survivor, just as I have done here, and on these stepping stones, trace a progression through time to where we are today. We put these details in a historical paragraph, often as a device to add zest to the drier substance of the work, a characteristic opener to a review article or thesis. Surgeons follow this tradition and most of us can name who first performed a particular operation, or the surgeons who devised the instruments we use.
Viewed retrospectively it is natural that we see these events as important because subsequent work used that experience, and built on it, and we see these surgeons as pioneers. However prescient these reports may appear, it is a judgement that can only be made with hindsight. If one goes back to a 'first report', and looks at it in context, for Professor of Cardiothoracic Surgery, St George's Hospital Medical School, Cranmer Terrace, London SW17 ORT,England example by simply looking at contemporary papers in the same journal, one might well be alarmed by the company it kept. Some 50-year-old clinical reports are, from our perspective, outrageous: others have had their day and have been quietly superseded. However, we must respect them for being plausible in their time as the chosen publication which we now consider a seminal report.
A period on sabbatical working with professional historians offered me an opportunity to learn a different approach. I had the opportunity to go to primary sources, the archived records of the day. As a reference point, we should recall the state of cardiovascular practice at the time 7 . Cardiopulmonary bypass did not exist but some extracardiac operations were being performed. Persistent ductus arteriosus had been successfully operated upon by ligation in 1938 and by division and suture in 1944. Coarctation was resected first in 1945. Closed pulmonary valvotomy was performed first in 1947.
In this historical study I have examined the nature of surgery being performed in two London thoracic units in the period from 1948 (when mitral valvotomy was established in Guy's Hospital) to 1953 when Holmes Sellors published his first 150 operations. 
METHODS

RESULTS
In Guy's Hospital in the period from 22 June 1948 to 15 June 1959,4901 operations were recorded in the register, of which 300 were performed by Mr Brock and his assistant, Ian Hill (Table 1) . These included a wide range of major and minor thoracic procedures. The minor cases include 16 operations to crush the phrenic nerve, indicating that the 'Of 4901 cases recorded in Guy's theatres Table 3 The first four cases of surgery for mitral stenosis performed at Guy's by Russell Brock, The second case was presumed (on the basis of other information) to have been a patient with mitral stenosis upon whom Brock did not go ahead with valvotomy 
Mitral (1) (15) 
Aortic
Pulmonary valvotomy (0) (1) increased in the second and third years mainly due to the addition of mitral valvotomy to the preexisting work load. This is shown in Figure 1 as a cumulative plot where Blalock's operation (a systemic to pulmonary shunt to palliate cyanotic heart disease) was being performed at a rate of two cases per month and operations on persistent ductus arteriosus, were being performed on average once a month, at a relatively steady rate, while mitral valve surgery increased quite steeply.
DISCUSSION
In a historical account of 50 years in the history of mitral valvotomy from 1898 to 1948, we took the customary clinician's stance, that is rooted in the present, based on present beliefs and practice, tracing how our predecessors led us to this point''. While on sabbatical as a research fellow at the Wellcome Institute for the History of Medicine, I have used a more historiographically appropriate technique and looked at all the work being done by those surgeons, and by those around them, to place those early examples of intracardiac surgery in the context of their times. Rather than identify landmarks, one can look at a change in practice by means of a systematic review of data, not only relating to the particular operation of interest, but also to other surgical practice of the time.
The first interesting observation that we can make from examining the original registers is that Brock had arranged not just one operation for mitral stenosis but a series of three within a fortnight (see Table 3 ). In one case he had not persisted and we know from other records that amongst the early cases were some where the surgeon desisted and the operation of thoraco-lumbar sympathectomy (Smithwick's operation) also appears in January 1951, albeit just once.
We can now see Brock's work on the mitral valve as an important contribution to the development of cardiac surgery and a more mechanistic way of thinking about heart disease while thoraco lumbar sympathectomy turns out to have been a blind alley from which those treating hypertension retreated within a few years. It is probably unreasonable to argue that this difference was predictable even though with hindsight it might appear so. The records at the Middlesex allow us to see how mitral valvotomy was taken on against a background of other, already established cardiac operations (see Figure 1 ). Mitral stenosis was very common with an estimated prevalence of 160000 cases of mitral stenosis in Great Britain and a calculated need for 3000 operations per annum! s. The operation of mitral valvotomy spread rapidly and large series were soon reported.
There is much more information available from this study than can be included in this short report but the speed of acceptance of surgery for mitral stenosis is striking in the light of the uniformly negative view taken of surgical interference with the valves of the heart in the textbooks right up to that time. A careful examination of the records provides rich and fascinating information beyond that which can be gleaned by a retrospective search through the published literature. two survivors of seven operatIOns ' . The discovery that the data from Guy's included nine operations for arterial hypertension is of considerable interest. Thoraco-lumbar sympathectomy was being performed to treat arterial hypertension. The practice was quite Widespread and several substantial series were published ( Table 5 ). McMichael in 1952 referees to 142 collected cases!". When Brock was doing his first operations for mitral stenosis, Hedley Atkins was working in the same theatre suite performing an operation which seems to have been part of established practice, and we must presume that it was seen to be at least as valid as Brock's work. Interestingly, both became President of the Royal College of Surgeons of England and both were knighted for their contributions to surgery. In the operating lists for The Middlesex Hospital 
